Objective: The presence of a lesion with atypical presentation, obscure clinical history, which does not improve with classic treatments, shall raise the red flag of the medical team. In such cases, the hypothesis of a factitious lesion shall be considered. Many times the correct diagnosis on the initial assessment may avoid high-cost diagnostic tests, unnecessary treatments, and time consumption of the medical team. We present here two classic cases of factitious lesions that, similar to those described in the literature, is difficult to diagnose and difficult to treat.
Lesão factícia na mão Introduction
Factitious lesions occur in all areas of medicine and the way to address and manage them is similar in all specialties. 1 These disorders are induced by the patient, who manipulates the medical team and causes unnecessary consultations, examinations and procedures. 2,3 A patient's behavior is defined as factitious when the simulation of a disease is significant and persists sufficiently to cause functional alterations and the need for treatment. 4 According to the DSM IV (Diagnostic and Statistical Manual of Mental Disorders), factitious lesions are considered to be psychiatric disorders, in which the patient causes his disease intentionally in order to take on the role of a sick person and gain some kind of secondary benefit. 5 With regard to economic issues, it has been estimated that 5% of all pathological conditions have some component of factitious symptoms. From this figure, an estimate can be made for the large numbers of procedures that are carried out unnecessarily, without presenting any benefit. 4, 6 Through presenting two clinical cases of factitious lesions of the hand, we raise the alert regarding this disorder. We highlight that, as described in the literature, this disorder is difficult to diagnose and treat.
Case report

Case 1
The patient was a 39-year-old female municipal public employee who came to the consultation office through referral from the plastic surgery team. She presented a chronic ulcerated lesion on the back of one hand, consequent to a supposed bite by a spider.
The lesion had evolved over a six-month period and had already undergone three previous surgical procedures. On the last occasion, 60 days earlier, surgical debridement of the wound had been performed, with partial coverage by means of a skin graft. The patient had been assessed and treated by physicians of five specialties: rheumatology, plastic surgery, infectology, vascular surgery and orthopedics.
Despite the various treatments, which had all been correctly indicated, the lesion had not healed. With the passage of time, the wound became infected and developed into a large open area on the back of the hand, with bone and tendon exposure (Fig. 1) .
On arrival at our service, because of the length of evolution and the severity of the lesion, a reverse-flow antebrachial skin flap (Chinese type) was indicated ( Fig. 2) . At this time, the patient was off work and was also undergoing psychiatric follow-up, which according to the patient, was because of the chronic disease that did not have any solution.
After this procedure, there was excellent evolution, with complete integration of the flap. However, four weeks later, an area of necrosis appeared on the back of the hand (Fig. 3) .
This complication started quickly and presented exacerbated pain symptoms. The factor that made the team think that this was strange, and which raised the suspicion of a factitious lesion, was the location of the necrosis. The borders of the lesion went beyond the limit of the flap. This complication was impossible to explain from an anatomical and pathological point of view.
The possibility of a diagnosis of a factitious lesion was presented to the patient and her relatives, who denied the hypothesis of self-flagellation. The patient then underwent debridement of the lesion and closure of the dressing with a plaster cast. Following this, the psychiatric and plastic surgery teams of the hospital were contacted to assist in the case. Dressings were applied every two weeks, and the plaster cast was changed on these occasions. Over as six-week period, the lesion healed completely and the patient did not return for any reviews, as had been requested by the attending medical team (Fig. 4) .
Case 2
The patient was a 34-year-old female housewife who was attended because of a necrotic lesion on the dorsum of the third finger of one hand subsequent to a knife injury from an assault (Fig. 5) .
The wound had evolved over a 20-day period and presented exposure of the extensor tendon. Surgical treatment using a local advancement skin flap and full skin graft in the donor area was indicated. After initially good evolution over a two-week period, the patient started to present pain, with cutaneous distress and necrosis in parts of the flap. After another few days, the area of necrosis increased and again evolved to exposure of the tendon.
A new surgical reconstruction was performed, using a reverse-flow dorsal deepidermalized homodigital flap (Fig. 6 ). However, again, after initially adequate evolution following this procedure, flap necrosis developed and the patient reported suffering acute episodes of exacerbated paid.
To repair this outcome, a lesion reconstruction procedure using a crossfinger heterodigital flap was followed (Fig. 7) . Through this surgical procedure, the wound healed. However, once again, after a few days, the lesion evolved in a catastrophic manner, with necrosis of almost the entire dorsum of the finger (Fig. 8 ). Like in Case 1, described above, there was tissue necrosis at points beyond the initial lesion and beyond the flap, which caught the attention of the attending team, which promptly led to suspicion of a factitious lesion.
We talked to the patient about this, but she denied provoking any injury. At this point, psychiatric follow-up for the case was instituted. It was noted that the patient was in litigation with her workplace and had serious conjugal relationship problems. It was decided to carry out a final and definitive procedure. The fingertip was amputated and an inguinal flap was constructed (McGregor flap). There was reasonable evolution, with complete healing of the wound (Fig. 9) .
The patient continued with orthopedic outpatient follow-up for 12 months. She also continued to regularly attend consultations with the psychiatric team.
Discussion
Factitious lesions continue to be a major challenge for orthopedists. These are conditions that lead physicians to make mistakes, since they seek to find organic causes for such lesions. 2, 7 They look for immunological, infectious or tumoral causes that might explain the disease. 7, 8 Moreover, factitious lesions place a burden on the healthcare system, because of the multiple treatment failures. They cause wastage of the medical team and expose these patients to unnecessary risks. 9, 11 Searching for risk factors is important for the diagnosis. The main findings are a lack of objective history for the disorder, consultations with different physicians, use of a variety of medications (analgesics and psychotropics), psychiatric treatment, job-related problems, exaggeration of complaints and symptoms, and previous histories of abuse during childhood (social and physical), illness and family destructuring. 2, 9, 12, 13 These are adults with unstable personal relationships and problems in social and work relationships. 12 They are patients who present lack of apprehension or concern regarding the disorder or the treatment. 14 They have already been to several physicians and have undergone many tests and procedures. The lesions have no apparent cause or have histories that are incompatible with the pathological condition.
To make a correct diagnosis, it is essential that the medical team should maintain a high degree of suspicion. 14 Lesions and wounds showing the shape of objects, presence of foreign bodies in subcutaneous tissues, cuts, edema, cord marks and, especially, lesions that do not respond to conventional treatment are all forms of presentation of this pathological condition. 2, 9, 10, 14, 15 The forms of the lesions and the means through which they are caused vary in the literature. Mutilations, amputations, chronic edema caused by trauma or tight cords, postural deformities, manipulation of wounds using different cutting instruments, fecal and oral contamination, bites or burns are different forms of self-induced injuries. 2, 7, 15 In the cases presented here, attention was drawn to the bizarre presentation of the postoperative complications, in which the necrosis and infection sites went beyond the limits of the initial lesion and led to suspicion of factitious disease.
Factitious lesions can present in different ways and it is essential that the medical team should be attentive in relation to the warning signs. A presumptive diagnosis of this disease should be signaled when the lesions are presented after trauma, surgery or events associated with social or psychiatric conflict, secondary gain or multiple therapeutic failure reported by the patient. 2, 3, 5, [7] [8] [9] [10] 12, 13, 16 Like in the present study, previous reports have been predominantly from female patients. 2, 8, 15 Only positional lesions of the hand have occurred slightly more often among males. 8 The clinical presentations have been characterized by a variety of forms of dramatization or introspection, and by exaggerated pain crises that are not in line with the observed lesions. 5, 9, 14 The patient's personality may help in making the diagnosis, along with the peculiarities associated with the medical consultation, such as the presence of a relative or friend to attest to the patient's distress. 2, 5, 13 Frequently, when asked about the illness, these patients may respond in a harsh and hostile manner, although they may sometimes have a timid attitude and avoid dialogue as much as possible. 15 Factitious lesions of the hand can be divided into four groups, according to their clinical presentation: Secretan's syndrome, postural disorders, Shaft syndrome (acronym for sad, hostile, anxious, frustrating and tenacious) and Munchausen syndrome.
Secretan's syndrome is characterized by chronic edema provoked on the back of the hand. It can be caused by using tightened cords or by means of trauma (self-flagellation). It responds promptly to immobilization and elevation of the limb. It is differentiated from tenosynovitis through consisting of extra-compartmental lesions in the subcutaneous layer. 11, 14, 17 Other postural disorders are also known, such as "closed fist", "psychoflexed hand" or "psychoextended hand" and their variants. 7, 18 In Shaft syndrome, the patient does not cause lesions, but rather, induces the medical team to perform unnecessary procedures, through simulating diseases, deformities or symptoms. This syndrome occurs more frequently among females. These are extremely depressive and theatrical subjects and they use pain as their main subterfuge. 2, 6, 19 Such patients arrive with exaggerated and disproportional symptoms for the pathological conditions presented. They present family histories of chronic lesions or psychiatric diseases. These patients typically seek several physicians and undergo large numbers of procedures. 6 Munchausen syndrome is an old term traditionally used for factitious lesions. It is not described as a specific pathological conditions in DSM IV (Diagnostic and Statistical Manual of Mental Disorders), but in practice its use is indicated for severe and chronic factitious lesions. 1 It was first described by Asher, 16 to characterize patients who actively provoke their lesions. These are lesions of acute etiology, associated with dramatic and fantastical histories. Most such cases seen by any given professional have already undergone a previous intervention performed by a colleague. These patients have hostile attitudes when confronted with the truth behind the events. They present a desire to maintain control over the situation and do not accept the psychiatric diagnosis, which makes the condition difficult to treat and gives rise to peregrination between physicians. This condition is commonly associated with borderline personality disorders. 5 Their mutilating attitudes are subconscious, which increases their willingness to accept invasive treatments. 8 The secondary gain may be related to work, financial gains, or affective gains. 2, 3, 13 Differentiation between different forms of factitious lesion is often difficult or even impossible, because these patients may present characteristics of more than one abnormality. The most important factor in the treatment is not to define the correct diagnosis but to recognize that it is the patient who is causing the disease, consciously or subconsciously. 1, 20 With regard to treatment, it is important to recognize that factitious lesions are in fact a form of presentation of a pathological condition of psychiatric origin and that a multidisciplinary medical approach is needed for its treatment. Thus, as in the cases presented, proving the origins of the lesions is rarely simple. 2, 3, 13, 16 A combination of conservative treatment and psychotherapy is the best approach towards factitious lesions. Physicians have the function of protecting patients against lesions and not letting these lesions worsen. No definitive guide towards approaches to take in relation to factitious lesions exists, and each case should be asessed separately. At the start of the treatment, it is important to place limits on the physicianpatient relationship. Personal and extra-hospital contacts need to be restricted. Telephone calls and lateness for or absence from consultations must not be allowed. Medications must not be prescribed in excessive quantities. It needs to be borne in mind that the treatment is long and requires much patience. Psychotherapeutic treatment is essential, as is support from the patient's family, in treating factitious lesions. From a psychiatric point of view, patients with factitious lesions are considered to present a low risk of suicide.
The therapy should be based on clear objectives outlined by the physician. The patient needs to understand each stage of the treatment and that failure to cooperate will lead to termination of the treatment. 2 Treatment for these patients should be administered with care: their psychiatric abnormalities induce a search for organic disease. 3, 7, 21 Certain measurements are extremely important for treating factitious lesions. In situations of diagnostic suspicion and presumptive treatment of the pathological condition, the medical professional should take the appropriate attitude towards the situation: a firm and secure attitude during consultations, clarifications regarding the proposed therapy and seeking to avoid confrontations with the patient. 7, 8, 14 Whenever possible, use of imprecise diagnoses such as tendinitis, fibromyalgia or dystrophy should be avoided.
Such diagnoses might help to reaffirm the patient's state of sickness. 7 Diagnostic error helps these patients to accept the notion of an organic disease that would explain all of their illness. 7 As seen in the cases presented here, such patients undergo multiple procedures and only after these fail is a diagnosis of a factitious lesion suspected.
Measures such as covering the wound with a plaster cast or elevation of the limb to improve the lesion through edema are usually successful. 2, 13 Prolonged treatments and multiple procedures are not guarantees of good evolution. 7 One way to avoid mistakes in the diagnosis and treatment is to have the evaluation done by a more experienced physician. 2, 7 Confronting the patient with a diagnosis of a factitious lesion does not always produce good results. In a series of 45 patients with factitious lesions, Eastwood and Bisson 22 did not find any difference in the results from treatments between approaches with or without constriction. Getting into conflict with patients caused greater anguish and fury, which increased the risk that the patient might abandon the treatment or change the medical team. 22 When a confrontational technique is used, it should be done slowly and progressively, and not punitively. The patient has to be shown that the lesion does not fit into any described pathological condition and that the tests done suggest that the disease was provoked.
Despite correct treatment, patients with factitious lesions have the tendency to become chronic and recurrent patients. Louis and Greene 3 followed up 33 patients with factitious lesions over a period of 4.5 years and observed that only four of them returned to their normal activity, while 10 progressed to sequelae and definitive deformities and two underwent amputation of a body segment.
From an ethical and legal point of view, it is advisable to fill out the medical files and document the suspected lesions with as many details as possible. The hospital's legal department should also be notified, because of the risk of litigation or suicide. Ethically, the obligation of medical confidentiality ends in cases of imminent risk to the health of patients or their relatives. Although accepted in the past, today it is no longer acceptable to undertake any type of filming or invasion of patients' privacy in order to prove a diagnosis, without their permission. 23 There is no universal solution for diagnosing and treating factitious lesions. Nonetheless, it is essential to recognize signs that might indicate abnormalities in the lesion patterns presented, along with risk factors associated with the patient's psychological state. The correct diagnosis avoids unnecessary examinations and procedures, along with wastage of the medical team. Multidisciplinary treatment (orthopedic and psychiatric) is an essential tool in improving these patients.
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